Skull base osteomyelitis can be a serious and life-threatening condition that requires immediate intervention. It usually occurs in the posterior skull base in patients with a currerit infection, such as chronic mastoiditis or malignant otitis externa. It can also occur secondary to other conditions, such as dental caries or a paranasal sinus infection.!" Diabetic and immunocompromised patients are at higher risk.' Noninfectious etiologies, such as trauma and iatrogenic causes, are rare. 1 ,5,6 A 38-year-old woman presented with persistent fever, neck pain, focal tenderness in the left suboccipital area, left otalgia, and photophobia. She had no significant medical history. Three weeks earlier, she had been treated at another institution with therapeutic injections of hydromorphone and ketorolac for what was thought to be occipital neuralgia and muscle pain.
Computed tomography (CT) at our institution revealed a focal suboccipital bone lesion on the left side with associated superficial soft-tissue inflammation (figure I). The site of this lesion had been the site of the previous therapeutic injections. The bone changes were consistent with focal osteomyelitis . Magnetic resonance imaging (MRI) also demonstrated the softtissue inflammatory process in the left suboccipital bone. No intracranial extension was seen, but the MRI did identify a thrombosis in the adjacent transverse dural sinus that extended to the sigmoid sinus and internal jugular vein ( figure 2, A) . Magnetic resonance venography demonstrated an absence of signal in the sigmoid sinus, the left jugular vein and, to a lesser degree, the transverse sinus on the left ( figure 2, B) . These findings are consistent with thrombosis of those structures. No evidence of mastoiditis, otitis media, or otitis externa in the ipsilateral temporal bone was found .
Biopsy and debridement were performed on the affected bone. Bacterial cultures were positive for Streptococcus species. The patient was placed on gentamicin and vancomycin. At the l-rnonth follow-up examination, she was well and exhibited no evidence of any neurologic deficit.
In this case, the occipital osteomyelitis was most likely the result of a direct inoculation from the soft tissue adjacent to the bone during the previous therapeutic intervention with hypodermic injections. Skull base osteomyelitis usually does not manifest with the typical signs of infectionthat is, fever, a high white blood cell count, and positive blood cultures.' The diagnosis can be complicated by the absence of a known previous infectio n, since presentations such as our
